
Doctors and managers: a problem without a
solution?
No, a constructive dialogue is emerging

In preparing this theme issue on doctors and man-
agers we were offered many sophisticated descrip-
tions of the origin and nature of the tension

between doctors and managers but fewer credible
solutions. The fundamental problem is a paradox
between calls for a common set of values and the need
to recognise that doctors and managers do and should
think differently. If managers suddenly became preoc-
cupied with the needs of an individual patient,
irrespective of the consequences for others or for their
budget, then the health system would collapse. If
doctors decided that their principal concern was to
ensure the smooth running of the system and the
delivery of policy irrespective of the consequences for
the patient in front of them, then both the quality of
care and public support would collapse. Doctors worry
about patient outcomes. Managers worry about patient
experience (which includes outcomes, but only as part
of a mix to be met out of finite resources). Patients are,
again, best served by a tension between the two.

Admitting that this paradox exists is a good place
to start. Both Davies and Harrison (p 646),1 and Dege-
ling et al (p 649)2 address this issue. They explore the
traditional values of clinicians, such as professional
autonomy, the focus on individual patients, the desire
for self regulation, and the role of evidence based prac-
tice. They compare these values with those of
managers: the emphasis on populations, the need for
public accountability, the preoccupation with systems
and the allocation of resources. They emphasise the
importance of the historical roots of the relationship,
when hospitals were run by a matron and the small
number of administrators knew their place. Systematic
management skills were less important when the
length of stay for a hernia operation was 10 days rather
than six hours, when there were fewer expensive inter-
ventions, and when patients had different expectations.
In those days the paradox could be ignored but we no
longer have that luxury.

Some commentators espouse simple solutions to
the paradox. One answer is to deny the legitimacy of
any management involvement in clinical issues. This
argument ignores the mounting body of evidence that
badly managed organisations fail patients, frustrate
staff, deliver poor quality care, and cannot adapt to the
rapidly changing environment in which they operate.3 4

Both public and politicians are increasingly intolerant
of this type of well meaning incompetence and are no

longer willing to commit vast sums of money without
accountability. Reports from the Bristol Inquiry5 and
the Climbié Inquiry6 both describe how poor manage-
ment practice is at least as lethal as poor clinical prac-
tice. By contrast, we know that good managers can
create an environment that supports clinicians and in
which high quality care prospers.7 8

A second species of simple solution is to improve
the quality of health service managers. This view seems
to be based on the premise that there is a particular
problem with managers in health care in comparison
with the corporate sector. There is little evidence to
support this view and some to the contrary,9 though
there is no doubt that the complexity of health service
management demands exceptional skills.

A third solution is to make managers think and
behave like doctors or vice versa—this may not be pos-
sible or desirable. Doctors and managers have much to
learn from each other but each group has a unique
contribution, which needs to be respected and valued.
There is undoubtedly much more scope for mutual
understanding. Education, training, induction, and
possibly regulation can contribute to this but we should
not pretend there are no differences between the way
that doctors and managers see the world.

Our contributors offer some possible solutions in
this theme issue but are conscious of the complexity of
the situation. Although there is little research, there are
examples of organisations where doctors and managers
have worked out how to live with these paradoxes. Next
week’s Health Service Journal carries several case studies
of organisations that strive to find a balance between
autonomy and accountability and between the needs of
individual patients and those of populations. They
favour open discussion about a shared purpose and
mutual respect rather than conflict, personal abuse, and
blame. Both sides aim to find ways to work towards the
common goal of better patient care.

Organisations that hold healthcare providers to
account, such as governments, can help by ensuring
that their approach to planning and performance
management does not add tension but allows space
for doctors and managers to agree shared objectives.
Educators can do more to prepare doctors better for
living and working in organisations and equip manag-
ers with an understanding of the approach of profes-
sionals. Solutions can be found that involve construc-
tive dialogue, improved understanding, and mutual
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respect, but they have to be discovered locally and
continually maintained. This requires hard work, intel-
lectual effort, and the maturity to live with differing
points of view. If we do not we will surely fail our
patients, the public, and ourselves.
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What doctors and managers can learn from
each other
A lot

Doctors and managers have different cultures,
which opens up possibilities not only of
fruitless fighting but also of rich learning. I’ve

belonged to both cultures. In 1989 I went to the Stan-
ford Business School in California with a typical
doctor’s view of management: boring, uncreative, and
best left to those incapable of doing anything better. I
came back thinking the opposite. To be able to mix
together ideas, people, and resources to makes things
happen is creative, difficult, and a privilege. Generally,
there is even more uncertainty in management than
medicine. Having now inhabited both cultures it’s clear
that they have much to learn from each other—and
where better to do that than within healthcare systems,
where they work alongside each other?

Not everything is different between the two
cultures. Both professions are full of highly committed
people who work extremely hard—often to the point of
damaging themselves and their families. The training
of both is long, hard, and never ends. Contrary to what
doctors may believe, managers think about ethics.
Shocked by the scandals of the 1980s, business schools
have been teaching ethics for as long as medical
schools. This is not to say that all managers behave
ethically any more than all doctors do.

Both professions respond to financial incentives.
Doctors like to fool themselves that they don’t, but
there is overwhelming evidence that they do—just like
everybody else. Managers and doctors are people of
action. They are also used to taking risks. In both pro-
fessions there are specialists: managers may specialise
in finance, marketing, or human resources just as doc-
tors may specialise in neurology or paediatrics. To be
successful both professions need competence in
communication, but both have poor reputations as
communicators. Both have excessive jargon. Inter-
personal skills are also crucial in both professions, and
the hardest part of management is the “touchy feely”

aspects. Doctors and managers have to break bad news
and try to encourage people to change—yet many
within both professions have poor interpersonal skills.
Finally, both medicine and management have been
dominated by ageing white men. Women and ethnic
minorities have found it hard in both professions—but
both professions are learning to celebrate diversity.

One advantage that medicine has is a stronger intel-
lectual base. Most doctors may not be scientists, but
medicine is rooted in science and has learnt the import-
ance of basing its actions on evidence. Management
does draw on well established disciplines like economics
and finance, but subjects like marketing or strategy lack
academic rigour. There is no managerial equivalent of
the Cochrane Library or Clinical Evidence, compilations of
what the evidence shows. What, for example, is the
evidence on the effectiveness of performance related
pay? A related benefit is that medicine has much more
of a written culture. Doctors are offered a much broader
and better range of journals than managers, and too
many management journals are, as the Americans say,
“all sizzle and no steak.”

Medicine benefits from being an ancient profes-
sion. It has assembled professional paraphernalia like
licensing bodies, specialist societies, and royal colleges.
Many doctors might see these as impediments, but
having systems for creating codes of good practice, dis-
ciplining doctors, helping sick doctors, and promoting
and monitoring continuing professional development
are good things that managers should emulate. Profes-
sional accountability provides a counterbalance to
accountability to employers.

Another great advantage that medicine has over
many other enterprises, including management, is that
its senior members work directly with patients
(customers). Senior managers tend to preside over
large organisations and concern themselves, rightly,
with strategy, and so are a long way from the customer.
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